Parasitic myoma is a condition defined as a myoma of extrauterine nourishing. It may occur spontaneously or as a consequence of surgical iatrogeny, after myomectomy or videolaparoscopic supracervical hysterectomy, due to remaining residues of uterine tissue fragments in the pelvic cavity after morcellation. The authors describe two cases in which the patients were submitted to videolaparoscopic supracervical hysterectomy and uterine body removal through morcellation. The sites of development of the parasitic myomas were next to the cervix stump in Case 1, and next to the right round ligament in Case 2. These parasitic myomas were removed by videolaparoscopy. After myomectomies or videolaparoscopic supracervical hysterectomies followed by uterine fragments removal from the pelvic cavity through morcellation, meticulous searching for residues or fragments of uterine tissue is mandatory to prevent the occurrence of parasitic myomas.
We present the cases of two patients. Case 1 is a 45-year-old patient, and Case 2 is a 42-yearold patient, who looked medical care, complaining of lower abdominal pain. Both patients had a past medical history of uterine myomatosis treated by videolaparoscopic supracervical hysterectomy. In both cases, the uterine body was removed from the pelvic cavity by morcellation. The diagnostic work up, in these two cases, included the endovaginal ultrasonography with Doppler fluxometry, which resulted in the presence of a well-delimited, poorly vascularized, hypoechoic pelvic mass (Figures 1  and 2 ). In Case 1, the mass was located next to the cervical stump measuring 5 cm in its longest axis. In Case 2, a similar image was shown in the adnexal region measuring 6 cm in its longest axis. For both cases, Ca 125, Ca 19.9, Ca 15.3, CEA, HCG, α-fetoprotein were normal, as expected for the diagnosis of parasitic myoma. Pelvic magnetic resonance imaging (MRI) confirmed the ultrasonography findings (Figures 3 and 4) .
These two patients were submitted to videolaparoscopic surgery for diagnosis and treatment. In Case 1, a hard mass with fibromuscular
DISCUSSION
Uterine leiomyomas affect 20-30% of women older than 35 years. The incidence may be on the rise since many women are postponing their reproductive careers.
1 Extrauterine leiomyomas are rare, benign, and may arise in nearly any anatomic appearance next to the uterine stump was found ( Figure 5 ). In Case 2, a hard and fibromuscular mass next to the round right ligament stump was found ( Figure 6 ). The surgical diagnosis was leiomyoma, which were removed with the aid of a morcellator. The pathologic examination resulted in the diagnosis of leiomyoma in both cases. showed that pedunculated subserous uterine leiomyomas adhered to surrounding structures, lost their original uterine blood supply, detached from the uterus, and received an auxiliary blood supply, thereby becoming 'parasitic.' What appeared to be a rarity has been increased more recently, when site. Their unusual growth pattern may even mimic malignancy and can result in serious diagnostic errors, frequently representing a clinical dilemma. 2 This entity was first described in the early 1900s and remains a rare condition. 3 The first reports diminished to the myoma, it may find an adjacent organ from which to obtain blood supply and thereby become parasitic on this non-uterine source. Thus, parasitic myomas seem to fall into three broad categories: spontaneous development of parasitic myomas from pedunculated myomas; myomas associated with previous uterine surgery, in particular, morcellation; and myomas associated with the restriction of blood supply to the uterus. 5 It is likely that primary parasitic myomas will continue to be rare occurrences; however, iatrogenically caused parasitic myomas may be diagnosed more commonly in the laparoscopic era. 7 Some reports showed incidental pelvic masses diagnosed during surgery for other indications. Although these symptomless cases do exist, pain is the cardinal complaint. Peritoneal involvement may also be present in the cases when torsion of parasitic myomas occurs. Palpable abdominal mass, urinary retention and menorrhagia may also be the presentation symptom. Parasitic myomas vary in size, ranging from 1 cm to 30 cm, and most of them are located in the pelvis and the association with the history of a surgery, or a laparoscopic procedure involving morcellation of the uterus or myomas, was present. 3 Therefore, myomas may be iatrogenically created after uterine fibroid surgery, particularly if the morcellation technique is used. With the surge of laparoscopic gynecological procedures, especially laparoscopic myomectomy or laparoscopic supracervical hysterectomy, the likelihood for developing parasitic myomas is increasing and thus they are being recognized more frequently. 4, 5 In a series of 423 laparoscopic procedures for hysterectomy or myomectomy, where a morcellator was used, the incidence of parasitic myoma was 0.9%. 6 Nezhat and Kho 3 reported two cases of parasitic myomas; one occurring after administration of a gonadotropin-releasing hormone agonist, and the other after magnetic resonance-focused ultrasound treatment of uterine myomas. They suggested a similar pathogenesis as that of the parasitic myomas traditionally described in the literature; that is, when the uterine blood supply is parasites of the omentum. The mean age of the diagnosis is 38 years. When a previous surgery is involved in the history, the mean time between the surgery and the diagnosis of parasitic myoma is 26 months. 5, 6, 8, 9 Ultrasonography, computed tomography, and MRI are the best imaging methods for diagnosing extrauterine leiomyomas. The superb contrast resolution and multiplanar capabilities of MRI make it particularly valuable for characterizing these tumors, which usually show low-signal intensity similar to that of smooth muscle on T2-weighted images.
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CONCLUSION
We emphasize that, despite their rareness, the diagnosis of parasitic myomas should always be included in the differential diagnosis of patients complaining of abdominal pain or have palpable masses and who present a history of a previous operation in which morcellation techniques were used.
With the increasing rates of laparoscopic procedures, a rise in the incidence of parasitic myomas is expected.
Gynecologists and surgeons should be aware of the risk of iatrogenic parasitic myoma formation. All necessary intraoperative precautions must be taken to avoid their occurrences; namely, meticulous surgical techniques with systematic surveying of the entire cavity and complete retrieval of even the smallest fragments of morcellated tissue.
